SUMMARY Cutaneous involvement in giant cell arteritis is quite uncommon. A patient is described who presented with pretibial skin lesions clinically indistinguishable from erythema nodosum which, on biopsy, showed subcutaneous pannicular giant cell vasculitis. Cutaneous manifestations of giant cell arteritis are subsequently reviewed.
uncommon.1 2 Reported dermatological abnormalities are limited to either tendon nodules overlying inflamed superficial arteries or to presumed ischaemic sequelae-such as purpura, necrotic ulcers, or gangrene.3_0 We describe a patient with giant cell arteritis who presented with lower extremity claudication and pretibial skin lesions clinically indistinguishable from erythema nodosum. Biopsy of one such lesion showed a subcutaneous pannicular giant cell vasculitis.
Case report
A 61 year old Caucasian housewife presented with a four month history of aching in her feet. One month before admission she had noted heaviness in her calves, which limited her walking to half a block. Initially the heaviness was relieved temporarily by rest, but it rapidly progressed to include nocturnal calf and foot pain. The patient was a non-smoker and denied fatigue, myalgias, fever, weight loss, headache, jaw or upper extremity claudication, or visual symptoms.
Two weeks before admission a physical examination was remarkable for bilateral femoral bruits and the absence of pulses in the left popliteal and both Accepted for publication 11 (Fig. 1) . The histological examination of the skin specimen from the leg showed foci of large sized blood vessels with obliterated lumina and thickened walls within the subcutaneous fat. These vessel walls were infiltrated with lymphocytes, histiocytes, polymorphonuclear leucocytes, and a few eosinophilic leucocytes, as well as multinucleated giant cells (Fig. 2B) .
In addition to arteritis and disruption of the elastic tissues, areas of calcification were noted within the vessel walls ( Fig. 2A) the lower extremities, reported skin changes include purpura, ecchymoses, ulceration, and gangrene.2 Urticaria, lividity, and hyperpi mentation of the skin have also been described. Our patient presented with claudication of the lower extremities and typical erythema nodosumlike lesions-round, indurated, tender, erythematous nodules 1-5-2-0 cm in diameter-on the preIs. w tibial areas of her legs (consistent with the original description of erythema nodosum by Willan in 1808). 12 In our patient, however, these lesions histologically showed a giant cell vasculitis of the subcutaneous and septal vessels not described in erythema nodosum. Lower extremity angiogram suggested large vessel arteritis, and a temporal artery biopsy showed a multinucleated giant cell vasculitis consistent with temporal arteritis.
Erythema nodosum is a disease of subcutaneous interlobular septae, with septal venulitis, hyalinisation of connective tissue septae, occasional radially arranged nodular granulomata, and a bland proliferative vasculopathy.13 Multinucleated giant cells may be seen in erythema nodusum, but they are primarily restricted to the septae of the subcutaneous fat lobules and are not seen infiltrating the vessels as in our patient. No granulomata were seen in our patient's skin specimen, further distinguishing her lesions from classic erythema nodosum. Calcification in the area of the temporal artery has previously been described in giant cell arteritis. 5 Erythema nodosum has been reported to occur in association with Takayasu's arteritis, an idiopathic inflammatory process with a predilection for the aortic arch and its branches, occurring primarily in young women of oriental extraction.'4 15 In one patient with Takayasu's arteritis and skin lesions suggestive of erythema nodosum a biopsy of a nodule showed 'lesions of the small vessels of the subcutis which were reminiscent of polyarteritis nodosa'. l5 Clinically our patient did not have Takayasu's arteritis, as she was over 60 and had no involvement of the eyes, heart, or arms.
In summary, we present a patient with giant cell arteritis who developed skin lesions clinically identical to erythema nodosum which, on biopsy, were found to be subcutaneous multinucleated giant cell vasculitis. Administration of oral glucocorticoids yielded prompt resolution of the cutaneous lesions and a gradual but complete reduction of the lower extremity claudication symptoms.
